METHODS: Retrospective analysis of 216 patients who had previously been stented due to a symptomatic ureteral stone and who were scheduled for secondary intervention from 01/2013 to 01/2018 at our institution. The stent was removed under local anaesthesia. Patients were told to filter their urine overnight. Spontaneous stone passage or persistence of the stone was documented either by presenting the filtered stone and/or radiologically. To evaluate potential predictors for spontaneous stone passage (stone size, location, composition, stent dwell time, patient age and sex), a multivariable logistic regression was performed.
INTRODUCTION AND OBJECTIVES:
Funguria is encountered in 1-5% of cultured urine specimens and may be a result of specimen contamination, colonization, or invasive infection. The characteristics and outcomes of patients with funguria undergoing endourologic intervention have not been evaluated.
METHODS: A retrospective review was performed to identify patients who had undergone ureteroscopy or percutaneous nephrolithotomy (PCNL) with pre-operative funguria, defined as a urine culture containing >10,000 colony forming units of fungus within 30 days of the operation. Patient demographics, comorbidities, and operative characteristics were recorded. Assessed outcomes included rates of post-operative systemic inflammatory response syndrome (SIRS), ICU admission, length of stay, and readmission.
RESULTS: 65 patients with preoperative funguria were identified, 49 (75.4%) who underwent ureteroscopy and 16 (24.6%) who underwent PCNL. 32 patients' (49.6%) cultures grew C. albicans, 17 (26.2%) grew C. glabrata, and 16 (24.6%) grew Candida, species not specified. Average patient age was 55.1AE18.3 years, BMI was 31.8AE11.0, and Charlson Comorbidity Index was 2.52AE2.0. 23 patients (35.4%) carried a diagnosis of neurogenic bladder, of whom 16 had an indwelling urethral or suprapubic catheter, 2 intermittently catheterized, and 2 had a urinary diversion. 57 patients (87.7%) had been exposed to antibiotics in the 3 months prior to intervention. 42 patients (64.6%) received antifungal treatment, of whom 8 received one peri-operative dose while 34 received a full course of treatment. 18 (29.2%) patients met SIRS criteria post-operatively and 11 (16.9%) required ICU admission. 3 (4.6%) and 2 (3.1%) patients developed post-operative fungemia and bacteremia, respectively. All cases of fungemia were due to C. glabrata. METHODS: Anterograde semi-rigid ureteroscopy with LL was performed in ex-vivo porcine urinary tracts with 3 mm Begostones. Room temperature (22 C) saline was instilled using a hand pump for irrigation. Intra-ureteral temperature was measured using one probe proximal and one distal to the site of lithotripsy. LL was performed using a 200 micron core fiber utilizing dusting (SPTF-0.1J, 200hz, Short Pulse; Ho:YAG-0.3J, 70hz, Long Pulse) and fragmenting (0.8J, 8Hz, Short Pulse for both) parameters for 5 secs. Fifteen repetitions were recorded for each laser at each setting. Tissue samples of the ureter for each setting and system at each site of lasering were collected for histological analysis.
RESULTS: There was a temperature rise for both laser systems at both settings, but was greater at dusting settings; however, both systems remained below the threshold for cellular injury (42 C). The temperatures were greater for the Ho:YAG on the dusting setting CONCLUSIONS: Higher power settings used for dusting have a higher temperature rise in the ureter during lasering. Ureteral intraluminal temperature rise during LL was more pronounced on the Ho:YAG during dusting and higher in the SPTF during fragmentation, but neither reached the threshold for thermal injury and are considered safe.
